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PREFACE 


Cur interest in health anxiety has been developing over the past 20 years. 
It grew out of our work with adults with a variety of anxiety disorders. 
We often found that our clients would describe intense anxiety about ill- 
ness and death. When we asked about significant life events related to the 
development of anxiety, many people noted that their problems intensi- 
fied when there was serious illness or death among those who were close 
ta them. Ås our interest in fears of illness and death developed, we started 
to ask clients more directly about these concerns, and we were struck even 
more by how common these fears of illness and death were tor people 
with various anxiety disorders. 

When we looked for research to guide us in helping our clients with 
these concerns, we were struck by how little had been done on the treat- 
ment of health anxiety. The work of the pioneers in this area (Arthur 
Barsky in Boston; and Isaac Marks, Hilary Warwick, and Paul Salkovskis 
in the UK) was helpful, but there was, initially, little specific information 
to guide the clinician. We could find no research on the treatment of death 
anxiety in clinical populations. 

While clients were enthusiastic about obtaining help in dealing with 
health and death anxiety, other clinicians often expressed discouragement 
about the challenges of dealing with these problems and made comments 
such as “What an impossible area to work in!” and “How can you see 
clients who complain all the time?" We are pleased to say that we have 
found this to be enormously interesting and rewarding work. 

In developing interventions, we used our experience with treatment 
of the anxiety disorders. We also looked to the early studies of treatment 
of hypochondriasis that were beginning to appear in the literature. When 
it became known that we had a special interest in treatment of health anx- 
iety, we received many interesting referrals. Asa result, we have now seen 
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many clients for individual and group therapy addressing a wide variety 
of concerns related to fear of illness and death. This has allowed us to fine- 
tune eur intervention strategies and develop materials that are helpful in 
implementing treatment, This book represents our efforts to. put these 
ideas in one place in à format that we hope clinicians will find useful. 

In writing this book we focused on the interests of clinicians. Part 1 
consists of three chapters that focus on understanding health anxiety in 
its various forms. Part 2 describes practical approaches to assessment 
and treatment. The principal components of intervention are described 
in separate chapters with client handouts that may be used by the clini- 
cian in implementing treatment. Chapter 6 describes how the treatment 
components can be applied in an integrated fashion based on the case 
formulation. Part 3 describes adaptations of treatment useful when 
dealing with children and adolescents, the medically ill and the elderly. The 
book ends with a list of resources that we find useful in our clinical 
work. 
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Part I 


UNDERSTANDING 
HEALTH ANXIETY 


CHAPTER 1 


FEAR OF ILLNESS 
AND DEATH 


Health is one of the most important sources of security in life, affecting 
our ability to care for ourselves, our family and home, and our work. It is 
not surprising that many people experience anxiety concerning their 
health or the health of loved ones. Health anxiety may be triggered by 
experiences such as everyday symptoms (a skipped heartbeat, a 
headache), a threatening experience such as finding a breast lump, or cop- 
ing with illness or death of a loved one. Anxiety may also be triggered by 
stories about health issues in the community or media. Worries may be 
mild and transient or they may have a more severe and chronic course, 
waxing and waning over time. Some individuals may worry about a 
specific illness or body symptom, while others worry about many. 
Conviction about actually having a serious disease may be part of the 
picture. Health anxiety is often associated with high levels of worry, 
excessive focus on bodily symptoms, checking for symptoms and signs 
related to health concerns, and frequent efforts to obtain reassurance. 
Individuals with high degrees of health anxiety often have high levels of 
health service utilization. Others may avoid health care professionals 
because of fears about being diagnosed with a serious disease or because 
of dissatisfaction with previous health care experiences. 

Health anxiety is the central feature of hypochondriasis and plays a 
major role in other somatoform disorders and somatization in general, It 
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is often seen in other clinical conditions including anxiety and depressive 
disorders. Health anxiety may be involved in the development of com- 
mon anxiety disorders, such as panic disorder and some forms of obses- 
sive-compulsive disorder (OCD). Given the importance of health anxiety, 
it is exciting to see increasing interest in this topic among clinicians and 
researchers. 


WHY SHOULD WE BE CONCERNED 
ABOUT HEALTH ANXIETY? 


DEVELOPMENTAL FACTORS 


Somatic symptoms are one of the earliest ways that humans experience 
and express their emotional distress. Parents and other caregivers know 
how often young children report symptoms such as feeling sick, stom- 
achaches, or headaches, when facing difficult experiences. We are also 
aware of the wide variety of responses among children at different ages to 
cutting or scraping their skin, putting on a bandage, taking medicine, wis- 
iting the doctor or dentist, or having an injection. Most children will expe- 
rience events that relate to health anxiety, such as the illness or death of a 
grandparent, death of a pet, and serious illness or death among school- 
mates or parents of schoolmates. One of the developmental tasks of 
childhood is learning to deal with health challenges and concerns. As 
teenagers, young people are exposed to a variety of health messages 
communicating, for example, the dangers of smoking as a risk factor for 
cancer, and unprotected sexual activity as a risk factor for HIV. 


SYMPTOMS THAT MAY TRIGGER HEALTH ANXIETY ARE COMMON 


Demers, Altamore, Mustin, Kleinman, and Leonardi (1980) used a daily 
symptom diary to study the health problems in 107 healthy members of a 
health-maintenance organization. Children, adult females, and adult 
males averaged 3.3, 3.7, and 2.6 problems, respectively, over a three-week 
period. Fewer than half of all study days were problem-free. Less than 6% 
of the problems received professional medical care. 

Rief, Hessel, and Braehler (2001) describe a study of somatic symp- 
toms and health worries in a representative sample of 2,050 Germans. 
Respondents were asked whether they had experienced each of 53 symp- 
toms during the previous two years. They were instructed to answer 
"ves" only if the symptom had a significant influence on their subjective 
well-being and if doctors did not find a sufficient explanation for the 
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complaints. Persons with physical illness were not excluded but were 
instructed only to report physically unexplained symptoms. The most fre- 
quently reported symptoms were pain (back pain 30%, joint pain 25%, 
pain in extremities 20%, headache 19%, and chest pain 5%), gastrointesti- 
nal symptoms (bloating 13%, intolerance of several foods 12%, abdominal 
pain 11%, and stomach discomfort or churning 11%), and cardiovascular 
symptoms (palpitation 11%). Most symptoms were more common in 
those respondents 46 years of age and over. 


LIFE EXPERIENCES THAT MAY TRIGGER HEALTH ANXIETY ARE COMMON 


People often report fears of events that are unlikely to occur [for exam- 
ple, being in a plane crash, being attacked by a vicious dog, making a 
fool of oneself at a party, or failing in an exam). In contrast, all of us will 
have to deal with health problems frequently over the years and all of us 
will die, perhaps in an unexpected way. In a fascinating longitudinal 
study of female twins (average age 30), Kendler et al. (1995) gathered 
information on stressful events over a one-year period and considered 
these events as predictors of the onset of episodes of major depression. 
Common stressful life events within the respondents’ family networks 
included, in order of frequency, serious illness of a close relative, serious 
trouble petting along with a close relative, and death of a close relative. 
Death and serious illness of other individuals close to the respondent 
were also common. In contrast, events such as being the victim of rob- 
bery or assault were much less common. These events were significantly 
related to the onset of a new episode of depression in the month after the 
event. It is possible that events such as these could trigger health anxiety 
in susceptible individuals, 


HEALTH COVERAGE IN THE MEDIA 


The media is full of alarming stories concerning health. During one 14-week 
health anxiety treatment group conducted in our clinic, there were major 
stories in the media concerning West Nile virus and increased risk of can- 
cer with hormone replacement therapy in post-menopausal women. Both 
stories were relevant to many members in the group who had to make 
decisions concerning their own health behavior, Often, health-related sto- 
ries do not emphasize the absolute level of individual risk. A story 
describing a doubling of cancer risk may not indicate that the risk 
increases from one case in 1,000 to two cases in 1,000 (a doubling of a low 
level of risk), Health messages may also provide contradictory recom- 
mendations, increasing the level of uncertainty. 
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HEALTH CARE UTILIZATION 


Modern health care systems deal with health anxiety by offering medical 
services and tests with the goal of providing reassurance. This strategy 
may often be successful. For individuals with chronic difficulty with 
health anxiety, however, medical evaluations may not have this effect; in 
fact, they may feed the problem. Kroenke and Mangelsdorff (1989) illus- 
trated the high cost of investigating common somatic symptoms by 
studying a series of 1,000 patients seen in an internal medicine clinic serv- 
ing members and retirees of the armed forces and their dependents. The 
study focussed on new complaints or recurrent complaints requiring a 
new evaluation. Presenting symptoms included pain (headache; chest, 
back, and abdominal pain), fatigue, dizziness, jaa, dyspnea, insomnia, 
and numbness. The percentage of symptoms judged to be organic ranged 
from 3 to 36%. Further investigations were requested for 70% of symp- 
toms initially judged to be organic, 70% of those of unknown etiology, and 
43% of those with psychological etiology. Most organic diagnoses could 
be assigned based on the initial interview and physical examination, so 
relatively tew additional organic diagnoses were identified with further 
investigation, and there was a high expenditure for investigation for each 
additional organic diagnosis identified ($720-$7778). Note that these are 
costs established in the late 1980s. With a broader ra nge of tests available 
and current prices, costs are now likely to be considerably higher. 

Barsky, Ettner, Horsky, and Bates (2001) considered service utilization 
in relation to health anxiety and somatization among 876 patients attend- 
ing a primary care clinic. Respondents who indicated clinically significant 
levels of health anxiety and somatization on a self-report questionnaire had 
38% higher outpatient service costs over the year before the consultation 
and 22% higher costs in the year after the consultation. 

In a comprehensive study of the cost of somatoform disorders, Hiller, 
Fichter, and Rief (2003) describe the reductions in costs and the economic 
benefits that may be achieved with cognitive-behavior therapy (CBT). In 
the two-year period before treatment, participants had outpatient service 
costs 2.5 times higher than the average for the country and inpatient serv- 
ice costs 1.8 times higher, During the two-year period after treatment was 
completed, there was a 25% reduction in outpatient costs and a 37% 
reduction in inpatient service costs. There was a 26% reduction in the 
number of days participants were unable to work because of health prob- 
lems, At the same time, individuals in the CET program showed a reduc- 
tion in health anxiety, distress, and depression. The intervention took 
place in an inpatient setting in Germany, where there is more use of inpa- 
tent services. It remains to be seen whether similar results could be 
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achieved through the outpatient service models typically provided in 
other Western health care systems. 


DISCOMFORT AMONG HEALTH SERVICE PROVIDERS 


Difficulties with health anxiety and somatization may place patients and 
health care providers in uncomfortable territory between medical care and 
mental health systems. Medical service providers may feel comfortable 
affering information about physical health and symptoms, but may be less 
comfortable in addressing the health anxiety directly. Patients may be reluc- 
tant to be referred from a medical setting into a specialized mental health 
service. Mental health practitioners, on the other hand, may feel some dis- 
comfort about medical issues that may be ambiguous, and may delay inter- 
vention with the hope that the medical situation. will become clearer. 
Increasing the comfort and skill of medical and mental health providers in 
addressing health anxiety may allow for more effective and less costly serv- 
ices. Providing services in the primary health care setting is likely to 
increase the willingness of patients to use these services (Cummings, 2001). 


HEALTH ANXIETY CUTS ACROSS DIAGNOSTIC CATEGORIES 


As a process, health anxiety cuts across a wide variety of diagnoses, 
including hypochondriasis, somatization disorder, other somatoform dis- 
orders, panic disorder, generalized anxiety disorder (GAD), OCD, specific 
phobia, mood disorders, and adjustment disorder. Understanding health 
anxiety and increasing our knowledge about its treatment may thus serve 
to enhance our effectiveness with each of these disorders. 


TERMINOLOGY 


lt has been a challenge to find terms acceptable to both clinicians and 
clients for the phenomena observed in somatoform disorders in general 
and hypochondriasis in particular. The history of the term hypechondriasis 
has been reviewed by Berrios (2001). The term began to take on its current 
meaning in the 1600s, after being used back to the time of the Greeks to 
describe an area of the body below the rib cage (hypochondrium). Most 
clients do not appreciate being labeled as a hypochondriac and view this 
term as implying that the symptoms are not real or that “the symptoms 
are all in your head.” While some individuals may jokingly acknow- 
ledge that family members use the term hypochondriac to refer to their 
situation, they prefer that this label not be applied in medical settings. 
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They fear that this diagnosis will mean that future symptoms will not be 
taken seriously. Terms we have found to be well accepted by clients are 
intense ness worry and health anxiety. 

Salkovskis and Warwick (2001) note that anxiety is best understood 
as å reaction to perceived threat. The more important and imminent the 
threat, the greater the anxiety, Threats to health are regarded by most peo- 
ple as especially important. Consequently, health anxiety is common in 
both the community and the clinic. This anxiety may be experienced in 
the areas of cognition, bodily symptoms, and behavior. 

Somatization is a phenomenon that is often seen in situations where 
health anxiety is prominent. Lipowski (1988) provided a very clear review 
of the concept. He wrote: 


somatization is defined here as a tendency to experience and communicate 
somatic distress and symptoms unaccounted for by pathological findings, to 
attribute them to physical illness, and to seek medical help for them. It is usu- 
ally assumed that this tendency becomes manifest in response to psychosocial 
stress brought about by life events and situations that are personally stressful 
to the individual. This interpretation represents an inference on the part of out- 
side observers, since somatizing persons usually do not recognize, and may 
explicitly deny, a causal link between their distress and its presumed source. 
They respond primarily in a somatic rather than a psychological mode and 
tend to regard their symptoms as indicative of physical illness and hence in 
need of medical attention (p. 1359). 


This definition includes experiential, cognitive, and behavioral 
aspects. Lipowski described several important dimensions of somatiza- 
tion, including its duration, the degree of hypochondriasis accompanying 
the symptoms, the degree of overt emotionality or distress, and the 
person's ability to describe feelings or emotion states. Individuals with 
somatization may vary a great deal along these dimensions. 

lerms that have been used for problems with somatization include 
medically unexplained physical symptoms (Melville, 1987) and functional 
somatic symptoms (Kellner, 1987). The problem with the term medically 
unexplained is that it could suggest that an appropriate response is to con- 
tinue medical investigations until the symptom is adequately explained. 
One can imagine the challenges in management that could arise from 
announcing to a patient that she has medically unexplained symptoms or 
that she has a psychiatric condition called undifferentiated somatoform 
disorder. She is likely to respond with frustration and disappointment, 
and perhaps by continuing to seek a reasonable explanation for her symp- 
toms. We prefer terms that refer to the specific symptom or symptoms 
that are the focus of the individual's concern, such as noncardiac chest poin, 
and, for broader ranges of complaints, Kellner's term functional somatic 
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symploms. In fact, we do have a reasonably good understanding of 
many of these symptoms, and the factors that make them worse (such 
as anxiety, depression, and increased somatic focus; see Henningsen, 
Zimmermann, & Sattel, 2003). Factors that may reduce these symptoms 
include exercise, relaxation, reduced attention, and conservative medical 
management. Studies described in Chapter 2 indicate that patients prefer 
to have a clear descriptive name for their health problems and clear 
recommendations for management. 

In this book we will use the term health anxiety broadly to include sit- 
uations ranging from high levels of anxiety experienced in response to 
realistic threats to health, to the forms of health anxiety seen along the 
continuum leading to hypochondriasis, and to the aspects of anxiety seen 
in individuals with high levels of somatic concern or somatization. 


CATEGORICAL VERSUS DIMENSION AL VIEW 


Kessler (2002) reviewed the research addressing categorical and dimen- 
signal approaches in the epidemiology of mental disorders. Community 
studies suggest that anxiety and depressive symptoms are distributed in 
a way that clearly supports a dimensional, rather than a categorical, point 
of view. This is true of other important characteristics of individuals, such 
as blood pressure levels and weight. Having cut-off points that allow for 
categorization, however, facilitates the development of prevalence esti- 
mates and produces stable categories that are useful in research. 
Categorization also allows for the development of clinical guidelines for 
identifying individuals who are severely affected by a problem. The dis- 
advantage of the categorical approach is that for every individual with a 
full-blown expression of the condition, there are others who meet some, 
but not all, of the criteria. Individuals who meet partial criteria may have 
similar levels of distress and disability and may meet the full criteria 
for the disorder at other times. Kessler argues for the use of research 
approaches that allow us to consider both dimensional and categorical 
views to take advantage of the strengths of each perspective. A dimen- 
sional view allows for consideration of differing levels of severity of 
symptoms among individuals and the fluctuation of symptom intensity 
that is often seen for each individual. Dimensional measures may also 
allow for more detailed assessment of different aspects of the problem. 
Pilowsky (1967), for example, carried out a factor analytic study of 
hypochondriacal symptoms among 200 psychiatric patients. Half were 
selected because clinicians described them as having a high level of 
hypochondriacal symptoms and the other half were selected for having 
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low levels. Three dimensions of hypochondriasis were identified: bodily 
preoccupation, disease phobia, and disease conviction. Bodily preoccupation 
describes the tendency to focus attention on bodily symptoms and to be 
alarmed by unusual or unpleasant symptoms. Disease phobia is a fear 
that one will develop a serious disease, usually one that is life th reatening 
or severely disabling. Disease conviction is the belief that one has a seri- 
ous disease even though health care providers do not make a diagnosis 
consistent with this disease. Á recent factor analytic study with a larger 
sample and broader range of measures (Hiller, Rief, & Fichter, 2002) can- 
firmed the importance of these three factors in hypochondriasis. Further, 
they found that the best subscales for discriminating among hypochon- 
driasis, somatization, and psychiatric control groups (with depressive and 
anxiety disorders) were measures of disease phobia. 


DIAGNOSTIC CLASSIFICATION OF HEALTH ANXIETY 


Even though there are advantages to a dimensional view of health anxi- 
ety and somatization, much of the work in the area of mental health has 
been in the context of categorical diagnostic systems. The most widely 
used system for mental disorders is described in the Diagnostic and 
Statistical Manual of Mental Disorders, 4th edition, Text Revision (DSM- 
IV-TR), published by the American Psychiatric Association (2000), 
Diagnostic definitions are based on the work of expert committees who 
consider the evidence about the characteristics of the problem observed in 
the clinic or the community. Although the classification system described 
in DSM-IV-TR is used in North America and has influenced much of the 
research in the mental health area, the ICD-10 (International Classification 
ef Diseases, 10th edition, World Health Organization, 1993) is used as 
an alternative in many regions. This system has been influenced by 
DSM-IV-TR but the diagnostic criteria are not identical. 

Health anxiety is seen in a wide range of DSM-TV-TR and ICD-10 
diagnoses. In the following section we will describe the somatoform diag- 
noses most closely associated with health anxiety. Presentations of health 
anxiety in other common disorders are then discussed. 


SOMATOFORM DISORDERS 
DSM-IV-TR describes somatotorm disorders ás follows: 


The common feature of the Somatoform Disorders is the presence of physi- 
cal symptoms that suggest a general medical condition (hence, the term 
somatoform] and are not fully explained by a general medical condition, by 
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the direct effects of a substance, or by another mental disorder (e.g., Panic 
Disorder). The symptoms must cause clinically significant distress or 
Impairment in social, occupational, or other areas of functioning. In contrast 
to Factitious Disorders and Malingering, the physical symptoms are not 
intentional (Le., under voluntary control) (p. 485). 


Note that individuals with somatoform disorder may also have related med- 
ical conditions, but the reaction to the symptoms is beyond what would 
normally be expected in that condition. In addition to hypochondriasis, 
the somatoform category includes somatization disorder, undifferentiated 
somatoform disorder, conversion disorder, pain disorder, body dvsmorphic 
disorder, and somatoform disorder not otherwise specified, 


Hypochondriasis 


The definition of hypochondriasis has remained consistent through the latest 
editions of the DSM classification. The DSM-IV-TR criteria for a diagnosis 
of hypochondriasis are that the individual must report significant fears of 
having, or the idea that he or she has, a serious disease based on a misin- 
terpretation of bodily symptoms. This preoccupation must persist for a 
period of at least six months, even with appropriate medical evaluation and 
reassurance, and must cause clinically significant distress or impairment in 
social, occupational, or other important areas of functioning. 

The criteria for hypochondriacal disorder used in the ICD-10 difter 
significantly from the DSM-IV-TR criteria. ICD-10 requires: (a) Persistent 
belief in the presence of at least one serious physical illness underlying the 
presenting symptom or symptoms, even though repeated investigations 
and examinations have identified no adequate physical explanation, or a 
persistent preoccupation with a presumed deformity or disfigurement; 
(b) persistent refusal to accept the advice and reassurance of several differ- 
ent doctors that there is no physical illness or abnormality underlying the 
symptoms. Includes: body dysmorphic disorder, dysmorphophobia (non- 
delusional) [fear of deformity], hypochondriacal neurosis, nosophobia 
[disease phobia] (p. 165). 

The most notable difference between the systems is the inclusion of 
body dysmorphic disorder in ICD-10 Hypochondriacal Disorder. This is 
considered to be a separate diagnosis in DSM-IV-TR. The different views 
of hypochondriasis may result in difficulty comparing results in studies 
using the different systems. 


Hypochondriasis: Margot, 35 years old, was referred for treatment of panic disor- 
der, In describing recent panic attacks, she reported that episodes started when she 
naticed a bodily symplom thal triggered health concerns. As she thought about Ihe 
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symploms, the anxiety escalated and she would have å panic attack, When she 
Hoticed a bruise on her arm, she worried about leukemia; a tingling in her foot set 
aff worries about multiple sclerosis; and painful joints triggered fears about arthri- 
tis. She frequently saw her physician for tests to rule out threatening diagnoses. 
She worried almost every day about her health. Her father died at age 57 after tivo 
years of difficult cancer freatment (she was 23). This situation wes especially 
interesting because Margot was a respected physician in the community, showing 
that medical knowledge may not protect against health anxiety. 


Somatization Disorder and Undifferentiated Somatoform Disorder 


The DSM-IV-TR criteria for somatization disorder are very stringent and 
require a history of many physical complaints beginning before age 30 
that continue over several years and that result in treatment being 
sought or in significant impairment in functioning. The individual must 
report an extensive pattern of physical symptoms including at least four 
pain symptoms (related to four different sites or functions), two gas- 
trointestinal symptoms, one sexual symptom, and one pseudoneurolog- 
ical symptom. The criteria for undifferentiated somatoform disorder are 
similar to those for somatization disorder but are much less stringent. 
The individual has to report only one or more physical problems lasting 
at least six months. In epidemiological studies (described below) the 
rates of somatization disorder meeting full DSM-IV-TR criteria are very 
low, while the rates of undifferentiated somatization disorder are much 
higher. 


Undifferentiated somaloform disorder: Martin, a 48-year-old pipefibler, sought 
treatment for tinnitus (ringing in the ears). He was exposed to a loud noise in the 
workplace when å coworker struck a pipe with a hammer when Martin's ear mas 
close to the pipe. There was pain in the ear at first but after a few minutes if dis- 
sipated and he continued with the work. He recalls hearing a faint ringing in the 
background. His ear felt blocked in the days before the incident and he thought it 
might be a wax buildup. He tried clearing the ear himself and when this was not 
successful, he saw his physician. When a decongestant did not help, he was 
referred to an ear, nose, and throat specialist, After an examination, she mer- 
tioned she would order an MARI fo rule out the possibility of å humor. He had fo 
wait several weeks for the test and he found he was intensely worried about hav- 
ing å brain tumor. The ringing in his egrs became much more intense at this tine 
and he had difficulty concentrating and sleeping. He was relieved when he heard 
the results of the MRI were normal but found the problem with Hanilus wes now 
severely distressing, He tried a number of treatments, including massage and 
acupuncture, without relief. An expensive hearing aid with a masking tone 
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helped somewhat, Al lhe point of the assessment, months later, he was completely 
preoccupied with the tinnitus and desperate to eliminate Hie symptont. 


Pain Disorder 


In recent years there has been an increasing interest in the association 
between anxiety and pain. High levels of anxiety symptoms have 
been reported in individuals seeking treatment for chronic pain 
(Asmundson, Norton, & Norton, 1999; Asmundson, Morton, & Veloso, 
1999), Furthermore, recent studies have identified high levels of anxi- 
ety and depression diagnoses in chronic pain patients (Dersh, Polatin, 
& Gatchel, 2002; Hadjistavropoulos, Owens, Hadjistavropoulos, & 
Asmundson, 2001). Various anxiety measures predict disability and 
negative affect at follow-up after treatment for chronic pain 
(Hadjistavropoulos, Asmundson, & Kowalyk, 2004). We have found 
that pain often serves as a trigger for higher levels of health anxiety 
among clients with hypochondriasis. 
DSM-IV-TR describes pain disorder as tollows: 


The essential feature of Pain Disorder is pain that is the predominant focus 
of the clinical presentation and is of sufficient severity to warrant clinical 
attention (Criterion A}. The pain causes significant distress or impairment in 
social, occupational, or other important areas of functioning (Criterion B). 
Psychological factors are judged to play a significant role in the onset, 
severity, exacerbation, or maintenance of the pain (Criterion C) (p. 498]. 


Clearly, this is a very broad diagnostic category and it could apply to 
many individuals. 


Pam disorder: Kyle was a 38-year-old shipper-receiver with am electronics com- 
pany. He had worked in the warehouse for many years and now had a position that 
involved processing orders and required na heavy lifting. Back pain had been a 
problem for him for ten years, It occurred intermittently and generally improved 
with conservative treatment, During a flair-up he was preoccupied by pain and 
experienced intense worry that the pain would continue indefinitely and ruin his 
enjoyment of life, At these times he withdrew from many of his leisure activities 
and spent a great deal of fime caring for his back with massages, hof baths, and 
rest. His wife was concerned about his preoccupation and worry about the pain. 


ÅNXIETY DISORDERS 


Health anxiety is prominent in many clients with anxiety disorders, 
although it is more common in some disorders than others. Individuals 
with panic disorder frequently fear they will faint, collapse, or die as a 
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result of the panic attack or suffer some other medical catastrophe. They 
are often concerned that the symptoms experienced during panic attacks 
and other anxiety episodes indicate a serious health problem. In a study 
in our clinic (Furer, Walker, Chartier, & Stein, 1997), 48% of panic disorder 
patients also met the criteria for hypochondriasis, as compared to less 
than 5% with social anxiety disorder. 

Concerns about health or about the health of family members are 
often part of a broader pattern of worrying in GAD. Starcevic, Fallon, 
Uhlenhuth, and Pathak (1994) found that 18% of their sample of patients 
with GAD met criteria for hypochondriasis, while 50% of patients with 
panic disorder met the criteria for this problem. Individuals with GAD 
reported worries about a broad range of issues including family (61%), 
Finances (57%), jobs and work (41%), and health “illness (31%). Participants 
in the GAD group scored lower than those in the panic disorder group on 
most of the scales of a dimensional measure of hypochondriasis. 

Fears of contamination and of the health impacts of contamination 
(with bacteria, viruses, or some other harmful agents) are common in 
OCD. [Individuals with this problem may go to extreme lengths to protect 
their health and the health of loved ones. There are overlaps in the check- 
ing and reassurance-seeking behaviors in individuals with OCD and 
those with hypochondriasis, 

Some individuals whose symptoms do not meet full criteria for 
hypochondriasis, somatization disorder, or undifferentiated somatoform 
disorder display a pattern of symptoms that would meet the criteria for 
specific phobia of illness, death, or some specific outcome such as vomiting, 
choking, or fainting. For many individuals, these conditions can be very 
disabling. 

Individuals with post-fraumatic stress disorder (PTSD) often have very 
high levels of concern about their physical safety and about their health, 
In some cases, health- or treatment-related events (such as surgery, a stay 
in the intensive care unit, or a heart attack) are triggers for an episode of 
PTSD or related patterns of anxiety and depression (Tedstone & Tarrier, 
2008). Concerns about health or future health-related events may be a 
prominent part of the overall picture. 


Moon DISORDERS 


[iness fears and disease conviction are often seen in individuals present- 
ing for treatment of major depression. In some cases these characteristics 
develop as part of the onset of the depression, and in other cases they pre- 
cede the development of depression. Demopulos el al. (1996) reported 
more substantial hypochondriacal concerns in 100 depressed outpatients 
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than is typically found in healthy control samples. Only 2% of the 
depressed patients met full criteria for hypochondriasis, however. Studies 
of patients in primary care and specialty settings (reviewed by Noyes, 
2001a) have found higher levels of depression, anxiety, and somatic 
symptoms among patients with high levels of hypochondriasis. 


ADJUSTMENT DISORDER 
A specific stressor may lead te an increase in anxiety concerning health, 


Adjustment disorder after witnessing a death: Calvin, a 15-year-old student, was 
strong in both academics and sports. At one of his football games, a boy on the 
other team left the Field after a shouting match with another player and collapsed 
at the bench, An ambulance crew worked on the boy but he could not be revived. 
It was later revealed that he had an undetected heart condition. At first it did not 
seem thal Calvin was very shaken by the death, but heo weeks later he noticed he 
was having difficulty breathing and suddenly became concerned he might die. 
Headaches caused worries about a brain aneurysm and chest pains caused con- 
cerns about having å heart attack, He checked the Internet frequently to search for 
the causes of his symptoms. Getting to sleep was difficult due to his fear of dying 
during his sleep. 


DELUSION AL DISORDER 


The description of hypochondriasis in the DSM-IV-TR manual indicates 
that: 


In hypochondriasis, the disease conviction does not reach delusional pro- 
portions (i.e., Ihe individual can entertain the possibility that the feared dia- 
ease js not present), as opposed to somatic delusions that can occur in 
psychotic disorders (ege Schizophrenia, Delusional Disorder, Somatic Type, 
and Major Depressive Disorder, With Psychotic Features) (p. 507). 


Hypochondriacal beliefs may be seen in a variety of psychotic disorders, 
As with OCD, some individuals move from the level of disease conviction 
seen in hypochondriasis to the higher level of belief seen in delusional 
disorders. 


HEALTH ANATETY IN THE COMMUNITY 
Noyes et al. (2000) describe a community study of illness fears in a ran- 


dom sample of 500 residents in a midwestern US county. Respondents 
were asked a series of 14 questions about illness fears, fears of medical 
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care, fears of blood or needles, and fears of aging or death. Five percent of 
respondents reported much more nervousness than most people in rela- 
tion to at least four of six illness/injury items, 15% indicated that nerv- 
ousness related to these items caused them to seek medical care sooner or 
more often, 4% indicated that such fears interfered with obtaining med- 
ical care, and 5% reported same other negative effect of these fears on 
their life. 

Rief et al. (2001) also asked about health worries in their study of 
somatic symptoms in 2,050 residents of Germany. One item asked, “Are 
you afraid or convinced that you have a serious disease, but doctors do 
not find a sufficient explanation?” (p. 596). Eleven percent of females and 
9% of males answered yes to this question, with a higher rate of endorse- 
ment by those 46 years and older, The study also included the 14 items of 
the Whitely Index (Pilowsky, 1967], a widely used measure of hypochon- 
driacal concerns. Responses to these items (shown in Table 1.1) indicate 
that a variety of different health concerns and worries was very common 
in this community sample. 


Table 1.1. Frequency of Hypochondriacal Features in the General Population 


Whiteley Index Item Percent Yes 
1. Do you often worry about the possibility that you have a serious illness? 17 
2. Are you bothered by many pains and aches? 11 
3. Da you find that you are often aware of various things happening in 35 

your body? 
i. Do you worry a lot about vour health? 29 
5. Do you often have the symptoms of a very serious disease? lil 
6, la disease is brought to your attention (through the radio, TV, 21 
newspaper or someone vou know], do you worry about getting it 
yourself! 
7. If you feel ill and someone tells you that you are looking better, do you 10 
become annoyed? 
2 Do yımı find that you are bothered by many different sv mptoms* 11 
9. Isat hard for you to forget about yourself and think about all sorts of 7 
other things? 

10. Is it hard for you to believe the doctor when he tells you there is nothing lå 

to worry about? 

li. Do you get the feeling that people are not taking your illness seriously? a 

12. Do you think that you worry about your health more than most people? 11 

13. Do you think there is something seriously wrong with your body? 15 

14. Are you afraid of illness? 4 


Source: Adapted from Rief et al. (20011, Somatization syndrome and hypochendriacal features 
in the general population, Psychosomatic Medicine, 63, 595-602. Reprinted with permission. 
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SOMATOFORM DISORDERS IN THE COMMUNITY 


Hypochondriasis and other somatoform disorders have not usually been 
included in large-scale studies of mental disorders in the community. This 
may be due to the limited research focussed on somatoform disorders and 
the broad range of disorders assessed in these surveys. Specific fears of ill- 
ness and death are also not included in the list of common fears assessed 
in the Composite International Diagnostic Interview (CIDI) used in most 
recent epidemiological studies (e.g, Cox, McWilliams, Clara, & Stein, 
2003). As noted above, the number of cases identified is strongly related 
to the restrictiveness of the diagnostic criteria and the specific definitions 
applied. Clearly, however, the conditions that are frequently comorbid 
with hypochondriasis, particularly anxiety and depressive disorders, are 
very common in the community. 

The most comprehensive community study to date of the epidemiol- 
ogy of somatoform disorders was carried out by Faravelli et al. (1997) in 
Florence, Italy. A random sample of 800 residents of two health districts 
was identified and 84" agreed to participate in a structured interview 
(using DSM-IM-R criteria, American Psychiatric Association, 1987), 
Several unique features of this study make it particularly important. 
The structured interviews were carried out by physicians providing 
services to these catchment areas. These physicians had access to the 
health records of the participants and were allowed to carry out further 
investigations to rule out organic causes of symptoms. Among the respon- 
dents, 32% reported physical symptoms explainable by medical pathol- 
ogy, and 33% reported physical symptoms apparently not due to organic 
factors. The mean number of physical symptoms reported by respondents 
with symptoms but no demonstrable somatic illness was 6, and those 
with a physical illness reported an average of three symptoms. The study 
found one-year prevalence rates of 4.5% for hypochondriasis, 0.7% for 
somatization disorder, 13.8% for undifferentiated somatoform disorder, 
0,6% for somatoform pain disorder, 0.3% for conversion disorder, and 
0.7% for body dysmorphic disorder. In this sample, a high proportion of 
those meeting the criteria for somatoform disorders were female. The rate 
of mood and anxiety disorders was three to four times higher among 
those with hypochondriasis, compared to the overall population. 

Escobar, Rubio-Stipec, Canino, and Karno (1989) have suggested an 
abridged measure of somatization, the Somatic Symptom Index (SSN). 
This index is composed of 38 somatic symptoms. The authors suggest a 
cut-off score for abridged somatization of four symptoms for males and six 
for females (some symptoms apply to females only). In an epidemiological 
sample, this construct had similar risk factors, service use patterns, and 
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disabilities to those traditionally associated with the full somatization dis- 
order diagnosis, while having a much higher prevalence. Rates of 4.4% 
were reported in Los Angeles, compared to 19% in Puerto Rico, with the 
dramatic difference in rate being attributed to cultural and socioeconomic 
factors. 

A national survey in Germany (Jacobi et al., 2004) described the rates 
of mental disorders among adults 18-65 vears of age. The CIDI interview 
included an assessment of the 12-month prevalence of selected somato- 
form disorders, including abridged somatization (4.3%), somatoform pain 
disorder (8.1%), and any somatoform disorder (11%). Somatoform disor- 
ders were twice as common among women. Somatoform, anxiety, and 
substance disorders had an early age of onset: half of current cases had 
onset by age 20. Poor health status (presence of physical illness) was 
strongly associated with all mental disorders. This study had the advan- 
tage of clinically trained interviewers (rather than the lay interviewers 
used in most studies) and extensive data on physical health status. 


SOMATOFORM DISORDERS IN HEALTH CARE SETTINGS 


Escobar and colleagues (Escobar, et al. 1998; Escobar, Waitzkin, Silver, 
Gara, & Holman, 1998) studied somatoform disorders in a large sample 
of patients (N = 1,456) attending a university-based primary care clinic 
in California. The participants were from diverse socioeconomic 
backgrounds and the sample included primarily US-born Caucasians, 
US-born Latinos, and patients born in Mexico and Central America. They 
found rates of hypochondriasis at 34%, somatization disorder at 1.4%, 
and abridged somatization disorder at 22,0%, Hypochondriasis and 
abridged somatization were frequently comorbid. Both diagnoses had 
lifetime rates af depressive and anxiety disorders twice as high as those 
without somatoform diagnoses. 

The World Health Organization Collaborative Study on Psychological 
Problems in General Health Care (Ormel et al, 1994) collected information 
ona very large group of patients (over 25,000) attending primary health 
care facilities in 15 centers around the world. The one-month prevalence 
rates for some of the ICD-10 diagnoses considered were: depressive 
episode 10.5%, GAD 79%, panic disorder 1.1%, hypochondriasis 0.8%, 
and somatization disorder 2.8%. Moderate to severe disability was found 
in four to five times as many patients with a definite psychiatric disorder, 
compared to those without such a diagnosis. Disability was assessed by 
interviewer rating of occupational role dysfunction, self-rating of physical 
disability, and report of disability days in the last month. In contrast to the 


